Sir, Hydrocystomas are rare, benign, cystic skin tumors arising from mature, deformed sweat units which are dilated by their own secretions. [1] Depending on the gland of origin, they can either be apocrine or eccrine hydrocystomas. Eccrine hydrocystoma can either be solitary or multiple. Most commonly they affect the face and neck regions of middle-aged female patients and are often multiple. [1] When on the face, multiple eccrine hydrocystomas can resemble a vast array of papulocystic lesions; papular sarcoidosis being one of them. Here, we present a case of multiple papular and cystic facial lesions in a middle-aged male patient, who is also suffering from sarcoidosis. The papular lesions were being treated in vain as sarcoidosis, because of this association; until histopathological examination (HPE) clinched the diagnosis of multiple eccrine hydrocystoma.
We present this case for the rarity of the association between sarcoidosis and multiple eccrine hydrocystoma, and also to highlight the various differentials to be considered when such a clinical picture is obtained. The importance of histopathology as a confirmatory tool cannot be over emphasized.
A 32-year-old man suffering from occasional breathlessness was referred to us for the evaluation of persistent, treatment resistant papular, and cystic lesions on his face, mainly below the eyes, which were present for the past 2 years. On further enquiry, the patient reported exacerbation of these lesions on exposure to heat each summer followed by their flattening each winter. The lesions were painless with occasionally itching. The patient was a known case of sarcoidosis with pulmonary involvement for the last 5 years, for which he was being treated by a pulmonologist with systemic steroids, hydroxychloroquine, and methotrexate. Family history was noncontributory. The presence of systemic sarcoidosis had led to the misdiagnosis of the facial lesions as papular sarcoidosis, for which he was being treated with topical corticosteroids. The persistence of the lesions despite treatment landed the patient at our outpatient department. General examination was normal except for the presence of pallor. Dermatological examination revealed multiple nontender, tense, smooth, skin colored papular and cystic lesions, which roughly measured about 0.5-1 cm in diameter. These lesions were mainly distributed on the upper part of malar areas, below the eyes; with some papules also over the eyelids [ Figures 1 and 2 ]. Biochemical investigations were normal except for the presence of anemia (Hb 8.5 mg/dl), and a high level of serum angiotensin converting enzyme inhibitor (>95 units/dl). Chest X-ray (CXR) showed parenchymal and perihilar opacification, consistent with the diagnosis of pulmonary sarcoidosis. One of the lesions underwent biopsy and HPE revealed a cystic cavity in the dermis, lined by two layers of cuboidal epithelial cells; the overlying epidermis being atrophic [ Figures 3 and  4 ]. The absence of decapitation secretion clinched the diagnosis as eccrine hydrocystoma. Although the condition is seasonal, showing marked improvement during the winter months, we have recommended topical application of 1% atropine cream twice daily for symptomatic improvement.
Eccrine hydrocystomas are benign cutaneous cystic tumors which arise from matured, deformed eccrine sweat units due to blockage of their ducts with their own secretions. [1] Nowadays, eccrine hydrocystomas are believed to represent dilated intradermal sweat ducts, rather than true neoplasms. [2] These tumors can either present as a solitary lesion "Smith and Chernosky" type, which is more common; or as multiple papules and cysts "Robinson" type of hydrocystoma. [3] Eccrine hydrocystomas usually occur in the middle age, from the 4 th decade to the 8 th decade; however, it has been rarely reported in the younger age group also. [4, 5] Solitary eccrine hydrocystomas occur equally in males and females, while multiple eccrine hydrocystomas have a female preponderance. [3] In our case, a middle-aged male patient presented with multiple eccrine hydrocystoma. as seen in our case also. However, several uncommon locations have been reported, namely, eyelid, [2] tarsal plate, [5] upper lip, [6] external ear canal, [7, 8] and the pericoccygeal region. [9] Clinically, multiple eccrine hydrocystomas usually present as dome-shaped, papulocystic lesions, often skin colored to bluish in color, ranging from about 0.5-2 cm in size; as in our case; however, a large pendunculated eccrine hydrocystoma has also been reported. [10] The most common clinical differentials of multiple eccrine hydrocystoma are apocrine hydrocystoma, sebaceous and epidermal inclusion cysts, syringomas, milia, papular sarcoidosis, and rarely pigmented cystic variety of basal cell carcinoma. Apart from the typical history of seasonal variation, typical HPE is needed to confirm the diagnosis of multiple eccrine hydrocystoma. The closest histological differential diagnosis is apocrine hydrocystoma, which has been ruled out due to the absence of decapitation secretion. Our patient was also mistakenly treated as papular sarcoidosis, due to their close resemblance and presence of associated systemic sarcoidosis, until histopathology confirmed the correct diagnosis.
Medical therapy forms the backbone of treatment of multiple hydrocystoma, a plethora of options having been tried with varying rates of success, namely, topical scopolamine, topical atropine, and botulinum toxin Type A. [11] Apart from these measures, 585-nm pulsed dye laser and electrodessication have shown some promise. [3] However, the avoidance of hot and humid conditions is of foremost importance to achieve symptomatic relief. We have prescribed 1% atropine ointment for our patient. This case has been reported here, to highlight the rare association of multiple eccrine hydrocystoma with systemic sarcoidosis; to the best of our knowledge, there is only a single such report in the literature. [3] This association also led to the faulty management of the facial papular lesions as papular sarcoidosis, till the correct diagnosis was reached at by virtue of typical clinicopathological features. This is the first report of such an association and apparently coincidental.
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Lithium-induced Drug Reaction with Eosinophilia and Systemic Symptom Syndrome
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From i.e., phenytoin, phenobarbitone, carbamazepine, lamotrigine, dapsone, sulphasalazine, and allopurinol are the common causes of DRESS syndrome. [2] There are only a few case reports of DRESS syndrome secondary to lithium in literature.
A 40-year-old female presented to the dermatology outpatient department with a complaint of rash over the whole body for last 7 days which was associated with intense pruritus. The patient was a known case of bipolar disorder and was on lithium, lamotrigine, mirtazapine, amisulpride, and trihexyphenidyl from a private practitioner. The patient developed rash after 3½ weeks of drug intake. Except for lithium and lamotrigine, the patient had taken other mentioned drugs in past also without any history of rash. On examination, she was febrile and had facial, pedal edema. There was no lymphadenopathy. Cutaneous examination revealed generalized erythematous urticated maculopapular rash with scaling. Rash was more pronounced on face, trunk, and upper limbs [ Figure 1 ]. Rest of examination was within normal limits. Complete hemogram revealed hemoglobin 9.8 g, total leukocyte count 15,400/mm 3 , and absolute eosinophil count of 1100/μl. Peripheral smear showed microcytic, hypochromic anemia with neutrophilic leukocytosis. There was a slight increase in liver enzymes with serum
